Objective-To examine the impact of specific training for accident and emergency (A&E) staff on the quality of psychosocial assessment of deliberate self harm patients. Methods-A non-randomised intervention study that compared the psychosocial assessment of deliberate self harm patients before and after a one hour teaching session for the A&E departments nursing and junior medical staff. Adequacy ofpsychosocial assessment was judged by examining A&E case notes. 
Patients presenting to accident and emergency (A&E) departments following acts of deliberate self harm (DSH) represent the highest risk group for subsequent suicide. Approximately 1% of DSH patients will die by suicide over the following 12 months, a rate of suicide 100 times greater than that of the general population.' It has been argued that by identifying those DSH patients at greatest risk of future suicide the suicide rate could be reduced.2 Over the last 15 years important changes have taken place in the hospital management of DSH patients. Following research that showed that junior doctors in accident and emergency (A&E) and other hospital departments were able to conduct psychosocial assessments,3 a Department of Health circular4 stated that the previous policy of automatic referral to psychiatric services following DSH was no longer justified. Since then, however, concern has been expressed about deficiencies in these assessments.' The authors of this study suggested that this might be the result of insufficient training of A&E doctors or of unfavourable attitudes to patients. While policy recommendations have always stressed the importance of training,2 a study by Morris and colleagues reported that many senior house officers in A&E departments feel generally unhappy with the level of training that they currently receive. 6 The attitude of many doctors and nurses to DSH patients has repeatedly been shown to be unfavourable. 7 This study was designed to evaluate the impact of specific training on the quality of psychosocial assessment of patients following DSH. The effects of training on knowledge and attitude to DSH were also measured.
Methods
The study was secondary services. Patients should also be given an information sheet that encourages them to contact the parasuicide team for outpatient follow up and describes alternative sources of help should a crisis reoccur. At the time of the study, A&E staff included 52 full time nurses, 15 junior medical staff, and two consultants. Nursing staff at the hospital had received between one and three hours of formal training on the assessment and management of patients following DSH. In addition to undergraduate teaching on this subject, all junior medical staff receive a one hour teaching session that concentrates on the acute medical management of self poisoning as part of an induction programme before starting work in the A&E department.
The study was conducted over a six month period, with 10 weeks of data collection before the intervention, followed by three weeks for the intervention and a further 11 weeks for collecting data after the intervention.
ADEQUACY OF PSYCHOSOCIAL ASSESSMENT OF

PATIENTS
Over a six month period all patients presenting to A&E following DSH were identified using the department's computerised database. Information recorded in the A&E records of each patient was graded as being either complete, incomplete or absent on five separate items which are considered to be central to the psychosocial assessment of DSH" (details of the episode, social history, current psychiatric/ social care, past psychiatric history, and mental state examination). Only those assessments that had complete information on all five items were judged to be adequate. A sample of notes were independently rated by SW and the results of agreement between these two sets of ratings are reported in the results. Records of patients who discharged themselves before the completion of assessment and those who were unconscious at the time of their presentation 
COMPLETENESS OF RECORDS
Inter-rater reliability of scoringfor completeness A random sample of 15 sets of A&E records were rated by SW. Inter-rater reliability for whether each of the five items on the scale was present or absent was high (ranging from K = 0.72 to 1.0), but was lower for agreement on whether the information was complete or incomplete (K = 0.59 to 1.0). There was complete agreement between the two raters on which notes included complete information on all five items (K = 1.0).
Completeness ofA &E records
In the preintervention period, 160 sets of records relating to 169 patient contacts were examined (95%). The remaining nine sets were unobtainable. Of the 169 sets of records, 13 were excluded because the patient was unconscious at the time of their presentation and 22 because they discharged themselves before completion of the assessment. We therefore examined 125 sets of records for level of completeness.
In the postintervention period, 185 sets of records of a possible 187 were examined (99%), 27 were excluded because the patient was unconscious, and 31 self discharged. We therefore examined 127 sets of notes for this period. 
Discussion
These findings show an improvement in the quality of psychosocial assessment conducted by A&E staff during the course of the study. Because the person involved in assessing the notes for adequacy was aware which sets of notes and been completed following the intervention, observer bias could have contributed to these findings. However, the high degree of agreement in the rating of notes by a second rater, who was blind to whether or not they followed the intervention, suggests this is unlikely to have led to the improvement that was observed. Another possible explanation for these findings is that improvements in performance might have resulted from the increasing experience of staff managing DSH patients. However, the timing of the observed change (the proportion of notes judged adequate was no higher in April than in February) does not suggest that the improvement was due to the effects of a learning curve. While it is possible that other factors that were not measured may have changed during this period and that these factors also contributed to the improvements described, the timing and the scale of the changes strongly suggests that the teaching intervention was central to their taking place.
In contrast to the findings of Black and Creed,5 the adequacy of assessments was greatest in those patients who were discharged from A&E, with 79% of these assessments rated as adequate during the postintervention period. The lower levels of adequacy of assessments of patients who were admitted for inpatient medical treatment may indicate difficulties in assessment because of decreased levels of consciousness, not amounting to unconsciousness. Alternatively it could relate to the expectation of staff that patients would be more fully assessed at a later stage of their treatment. However, approximately 15% of DSH patients at this hospital take their own discharge after the input of A&E staff, so the assessment performed in A&E is sometimes the only one that is made.
One of the ways that the teaching may have led to an improvement in the quality of assessments is through encouraging the greater use of the SAD PERSONS proforma. Although its role as a tool for the prediction of risk of future suicide has been questioned,'2 it seems to have provided A&E doctors with an effective checklist and increased the likelihood of complete assessments being made. This finding is in keeping with improvements in the assessment of patients with acute surgical conditions by senior house officers in A&E following the introduction of structured data collection forms" and the use of a questionnaires by house physicians as part of their assessment of DSH patients on general medical wards. '4 '5 Improved liaison between A&E staff and the parasuicide team, shown by an increase in the proportion of incidents that led to an information sheet being used, may have been an additional benefit resulting from the intervention. The training intervention did not lead to an increase in the proportion of patients who contacted the team for follow up treatment. Although low levels of uptake of outpatient services are common in this group,'6 there is some evidence that providing patients witih information on sources of help, as takes place in this department, may improve outcome. "7
The responses of staff to attitude statements before the intervention did not reveal the negative attitudes which have been expressed in previous studies.7 8 This could be the result of different methods used in these studies or it could reflect a real change that has taken place during the intervening period. The most notable difference following the intervention was the decrease in the numbers of staff who believed that "patients who had a past history of repeated DSH were less likely to kill themselves than those who had only tried once," a misconception that is important to correct. The substantial increase in numbers of staff who reported that they felt they had the necessary skills to play their part in the assessment and treatment of DSH patients is encouraging.
This study was based in a single hospital site and, while the numbers of staff involved and numbers of patient records examined was large, the extent to which these findings are applicable to other A&E departments has not been established. The results of testing knowledge and attitudes of staff with a questionnaire developed for this study also need to be treated with caution, as the psychometric properties of this instrument have not been tested.
Providing education, especially to senior house officers in the A&E department, remains the subject of much discussion."8 One of the strengths of this study was that it shows the value of a limited teaching intervention that could be readily incorporated into future teaching programmes. While improving the quality of the assessment of DSH patients in A&E is of value, improved assessments do not necessarily lead to better management or improved outcome. An examination of the impact of the intervention on the services that were provided for those at greatest risk of suicide, and any effect the rate of repetition of self harm or of suicide, was beyond the scope of this study. Intervention studies designed to examine these possibilities are now required.
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